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Indiana Shows How 


After several years’ effort, a new 150-bed 
sanatorium will be constructed in southern In- 
diana, it has been announced by Murray A. 
Auerbach, executive secretary of the Indiana 
Tuberculosis Association. 

Since the WPA was allocating funds tc 
Indiana, the need for more sanatorium facilities 
was presented to the governor by the Indiana 
Tuberculosis Association. An outline of the 
tuberculosis problem in Indiana was circulated 
widely among legislators, editors and other im- 
portant people. 

A map was prepared showing the death 
rates for tuberculosis in each county in the 
state and the present facilities. The map in- 
dicated that the southern section of the state, 
where the highest death rate prevailed, had very 
meager sanatorium provision. A graph also 
was presented showing the number of tuber- 
culosis deaths and hospital beds for both north- 
ern and southern sections of the state. 

In addition, a map was prepared depicting 
that section of the United States where the 
greatest incidence of tuberculosis is found. This 
section includes Kentucky, Tennessee and south- 
ern Indiana, as determined by studies made by 
Dr. Thurman B. Rice of Indiana and Dr. C. 
C. Dauer of the United States Public Health 
Service and presented by them at the National 
Tuberculosis Association meeting held at New 
Orleans in April, 1936. 

The governor was impressed with the data 
submitted and included the sanatorium in his 
“must” program. County tuberculosis associa- 
tions were asked to contact the legislators before 
they arrived for the sessions, and copies of the 
maps and other data were sent to them. News- 
papers carried stories and editorials and the 
legislators were fully prepared when they con- 
vened for the session. The bill passed both 
houses without a dissenting vote. In addition 
to securing this much needed hospital, it is 


felt the campaign was of much educational 
value, judging from the intelligent manner in 
which the legislators discussed the tuberculosis 
problem, both at hearings and on the floor 
of the legislature. 


300,000 Are Unemployable 


More than 300,000 of the country’s employ- 
able persons now idle would be unable, because 
of illness, to go back to work tomorrow, even 
if jobs awaited them, according to a national 
survey made by the Public Health Service. 

Officials put at 350,000 the number of the 
unfit, but said that this would include some 
workers laid off because of illness. However, 
it was stated, preliminary reports show twice as 
much illness among unemployed as among em- 
ployed workers and excessive rates in some dis- 
eases which, they say, indicate that many persons 
are ill because of unemployment. 

This study, according to George St. John 
Perrott, director of the survey, indicates an 
average daily disability of more than 4,000,000 
people and an annual cost of $10,000,000,000 
due to illness and death, much of which is 
preventable. 

“This cost in money and lives can be re- 
duced,” Mr. Perrott declared. “Medical author- 
ities agree that much of America’s illness is pre- 
ventable. 

“Some illnesses, of course, are inevitable, but 
when we find that rates among the unemployed 
are twice as high as they are among other groups 
it is apparent that controllable factors such as 
medical care, hospitalization and improved hous- 
ing would appreciably cut the illness rate for a 
large part of our population. 

“If no action is taken along this line we 
are faced with a mounting total of unemploy- 
ables who will constitute permanent public 
charges.” 
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New Standards for Nursing Care 
Study Reveals That Tuberculosis Bed Patients Require More 


Routine Nursing Care 


T THE annual meeting of the National Tu- 
berculosis Association held in Milwaukee 
in 1937, Miss Esta H. McNett, R.N., Director 
of Nurses in the Lowman Memorial Pavilion, 
Cleveland City Hospital, made the following 
plea in concluding her paper on “The Nursing 
Care of Tuberculosis Patients”: “There is need 
of studies to determine accurately the require- 
ments for nursing care among the various classi- 
fications of tuberculosis patients and to establish 
standards.” 

In the September number of The American 
Journal of Nursing is published in full the re- 
port of a six months’ study made by Miss Mc- 
Nett under the joint auspices of the National 
Tuberculosis Association and the American 
Nurses Association, the National League for 
Nursing Education, and the National Organiza- 
tion for Public Health Nursing. The article is 
entitled “A Study of the Nursing Care of 
Tuberculosis Patients.” 

This brief statement presents some of the 
features of the study, which was supervised by 
a committee consisting of Mary A. Hickey, 
chairman, Dr. Kendall Emerson, Jessamine S. 
Whitney, Ruth Houlton, Claribel A. Wheeler 
and Blanche Pfefferkorn. 

The purpose of the study was to find out: 


1—What constitutes adequate bedside nurs- 
ing of tuberculosis patients in hospitals. 

2—The approximate amount of time neces- 
sary to give that care. 

3—A basis for determining the number of 
nurses required to render adequate bedside 
care to tuberculosis patients. 


Six hospitals in different states and sections 
of the country, with a combined bed capacity 
of 1,322, were selected for the study. The in- 
forma‘ion was gathered so that the findings 
might be studied separately for bed medical 
patients, bed surgical patients, semi-ambulant pa- 
tients, and ambulant patients. Among the general 
nursing procedures studied in each classification 
were bed baths, sputum collection, hand washing 
and gown changing. In the case of procedures 
where current practices could be timetl or meas- 
ured, this was done to determine a norm or 


standard. Every procedure of the nurse’s day was 
thus carefully worked out. Naturally, the practice 
varied widely between bed and ambulant pa- 
tients. 

In none of the units studied is the time which 
the hospital actually supplies for the perform- 
ance of certain duties as much as the time re- 
quired to give adequate care. 

Miss McNett concludes, “. .. bed (tuber- 
culosis) patients should have essentially the same 
routine nursing care as is given to acute general 
medical and acute general surgical patients. Be- 
cause of the extended period of bed rest in the 
treatment of a tuberculosis patient, a well-given 
bed bath is of particular importance to his com- 
fort. The same statement is true of evening care. 
Any patient who is in bed all day needs to have 
the crumbs removed from his bed, the bed 
clothes straightened out, and his back rubbed 
with alcohol before he settles for the night. 
Moreover, evening care should not occur be- 
tween three and five o'clock in the afternoon, 
even though this period may, administratively, 
be the most convenient and economical. A pa- 
tient should be given evening care after the eve- 
ning meal, if the procedure is to be conducive to 
his rest and comfort during the night... . 

“Washing one’s hands before meals is an ele- 
mentary principle of hygiene. People who are 
up and about can secure for themselves the neces- 
sary facilities. A patient confined to his bed de- 
pends on others for this privilege. While the 
time required for the procedure is relatively little 
for each patient, the fact that it should be car- 
ried out for all bed patients 3 times each day 
weights it in the total time picture. . . . 

“Using the per patient hours which this study 
has indicated as necessary to give each type of 
patient adequate care, it has been possible to 
compute the total hours which all the patients 
in the hospital would require. For instance, if on 
one unit there were 10 bed medical and 8 semi- 
ambulant patients, 35 hours of nursing care 
would be required (2.7 hours per bed medical 
patient and 1.5 hours per semi-ambulant pa- 
tient). In this way, the total hours required for 
all patients in the hospital have been worked 


” 


out. 
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The summary of the study indicates the fol- 
lowing findings: 

1. That the average bedside nursing time re- 
quired per patient during each 24 hours is as 
follows: 


Bed surgical patient... .. 3-3 hours 
Bed medical patient............ 
Semi-ambulant patient.......... * 
Ambulant patient.............. 


2. That tuberculosis bed patients require es- 
sentially the same routine nursing care as acute 
general medical and general surgical patients. 

3. That for bed surgical tuberculosis patients, 
routine nursing procedures require approximately 
60 per cent of the total time requirement and for 
bed medical patients somewhat over 70 per cent. 

4. That a large variety of special procedures, 
medically prescribed, are administered to tuber- 
culosis patients and that such procedures may 
vary widely in different hospitals. 

5.. That although fewer special procedures are 
administered to bed surgical patients than to bed 
medical patients, the time necessary for special 
procedures for bed surgical patients is more than 
twice as much as the time necessary for these pro- 
cedures for bed medical patients. 

6. That considerable variation prevails in the 
nursing technics employed in the different hos- 
pitals. 

7. That the hospitals included in this study 
were generally understaffed. 

8. That nurses engaged in the care of tuber- 
culosis patients need a good understanding and 
a good working knowledge of the modern treat- 
ment and methods of preventing the disease. 

g. That not enough is known as to the best 
use of subsidiary workers in the care of tuber- 
culosis patients. 

10. That good nursing in the care of tuber- 
culosis patients implies first, good practice; sec- 
ond, a sufficient number of nurses and a sufficient 
amount of time to put that practice into effect. 

A reprint copy of the complete report will be 
sent to any reader of THe BuLvetin on request 
to his state tuberculosis association. 


Why A Library? 
by Hazel C. Anderson* 
Two facts explain why the Tuberculosis 


League of Pittsburgh feels the necessity of having 
a library within its organization. One is the 


* Librarian, The Tuberculosis League of Pittsburgh. 


experience that each year brings new informa- 
tion in health, and the other is the conviction 
that human beings are actively interested in 
matters of health. Until the gap between these 
two groups is bridged, health education is in- 
complete. The job of the library is the span 
between the two. 


Even an infant library, if well nurtured, can 
stand on its own merit. It need not be large 
but it must be adequate to supply specific in- 
formation to the specialist in tuberculosis, and 
it must be flexible enough to answer the ques- 
tions of a child with no knowledge of tubercu- 
losis whatever. No one can tell which is the 
most important. The specialist’s report may be 
filed away and forgotten, while the child’s knowl- 
edge may save him from the danger of infection 
himself and from the possibility of infecting 
others. 


Use is the one thing that transforms a library 
from a mere roomful of books to an active 
principle in health education. There is the medi- 
cal staff working on problems of research and 
treatment, or planning talks, lectures and insti- 
tutes. There are medical students writing theses. 


_ There are student nurses gaining their first 


knowledge of tuberculosis. There are graduate 
nurses catching up with added procedures and 
new terms. There are students of social work 
discovering the interrelation of social conditions 


and health. 


There are public health workers acquiring 
information to help them recognize the undis- 
covered case, and new angles to aid them in 
adjusting the patient and in interpreting the 
situation to the community. There are the mem- 
bers of the family touched by infection but” 
ignorant of its dangers or its possibilities. There 
are reporters from school journals, primed with 
their enthusiasm as cub reporters to digest 
health news as they never have in formal health 
education. There is the newsboy concentrating 
on the theme that he must write for school, but 
unconsciously absorbing health information just 
because he has to hand in a composition and 
happens to think that tuberculosis may be in- 
teresting. 


The founders may not have thought of all 
these people when they first started saving their 
books and journals, but they did appreciate the 
fact that information must reach people before 
it becomes knowledge; and on that truth the 
library not only justifies its existence but proves 
its necessity and recommends its adoption. 
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Pay Dirt in Alaska 


Alaskans Are Clearing the Way for United Attack on Tuberculosis, 
Leading Cause of Death in Territory 


E HAVE reached pay dirt in Alaska,” Dr. 

H. E. Kleinschmidt, Director of Health 
Education of the National Tuberculosis Asso- 
ciation, said upon his return from a field trip 
to Uncle Sam’s penthouse. “By pay dirt I mean 
the possibility of winning great gains against 
tuberculosis. There’s a job up there, not for the 
solitary, sourdough prospector, but a modern 
drag-line.” 

His lingo is that of gold mining. 

“Once any old adventurer, fitted out with 
pick, pan and a sack of sour dough, could trek 
into the Alaska hills and expect to come out 
a wealthy man—or a hopeless wreck,” Dr. Klein- 
schmidt continued. “Now gold mining is done 
by huge machines backed by cautious capital 
which can’t afford to lose. Engineers know al- 
most precisely where the gold is and how much. 
For years great drag-lines and hydraulic pumps 
scrape: and wash away the soil at great expense 
and without profit. But once pay dirt is struck 
the returns are enormous and sure.” 

The ground has been cleared. For three years 
Alaska has conducted Christmas Seal sales. 
Mrs. Saidie Orr Dunbar, representing the Na- 
tional Tuberculosis Association, made several 
journeys to Alaska and succeeded in arousing 
a surprising amount of interest among the 
civic leaders. During the past year Dr. John 
A. Carswell, epidemiologist of the Territorial 
Department of Health, whose work is partially 
supported by Christmas Seal funds and who 
was equipped with portable X-ray apparatus 
supplied by the Tuberculosis Association, has 
made tuberculin X-ray surveys in numerous 
cities and villages and has thereby provided 
exact information never before available. 


Sanatorium Beds Needed 

The Indian Bureau, which looks after the 
health welfare of the native Indians and Eski- 
mos, has also made special studies of tubercu- 
losis and is keenly aware of the problem. The 
greatest need at present, according to Alaska 
leaders, is an adequate number of sanatorium 
beds for the care of active cases of tuberculo- 
sis. In the entire Territory there are available 
not more than 60 beds for natives and only a 
few of the white citizens who fall ill with the 


disease can be cared for, which is done usually 
by sending them to faraway sanatoria in the 
States. 

No one questions the extent and seriousness 
of the problem. Tuberculosis is the leading 
cause of death in the Territory. Dr. Carswell 
estimates that there are about 4,000 cases of 
pulmonary tuberculosis in the Territory out of 
a population of 65,000. The disease is, primarily, 
a scourge among natives. In some Indian vil- 
lages the death rate is twenty times as high 
as for the population of the United States as 
a whole. 

Dr. Kleinschmidt asked numerous non- 
medical, but well-informed persons, what the 
chief burdens of the native people were and 
almost invariably received the unsolicited reply, 
“Teebee and booze.” 


Racial Differences 

A missionary who has spent many years 
among the Eskimos said, “They nearly all die 
young—of consumption. I have seen many a 
young mother dying helplessly on a pad on 
the floor surrounded by a ring of red spit.” 
Eskimo mothers chew the end of a smoked 
fish to soften it and then put it into the baby’s 
mouth; men swap their chewing tobacco twists; 
youngsters pass a wad of chewing gum from 
one to another. Environmental conditions in 
many places are intolerable and the will to 
live is feebly developed among many Eskimos. 

Dr. Kleinschmidt found in every community 
he visited small groups of influential citizens 
keenly alive to the tuberculosis problem. One 
great handicap is the distance which separates 
these communities and the small number of 


Matenuska Colonists Hospital at Palmer, Alaska, 
where a few beds are occupied by tuberculosis 
patients 
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inhabitants. “Our neighboring city,” as an Alaska 
newspaper may say with a flourish, may be 36 
hours away by water, with a population no 
bigger than that of a village in the States. Yet, 
if these small and isolated groups can be 
brought together under the common banner of 
an Alaska Tuberculosis Association their united 
voices will make themselves heard and, it is be- 
lieved, lead to the creation of tuberculosis fight- 
ing machinery. Over and over again Dr. Klein- 
schmidt was told by doctors and non-medical 
persons that what Alaska needs is beds for the 
care of Alaskans—native and white—adequate 
medical service and education. 

Difficulties growing out of racial differences 
complicate the task. About half of the popula- 
tion of the Territory are native Indians and 
Eskimos. Much of the social and political wel- 
fare of natives is supervised by the Indian 
Bureau, yet the natives are not wards of the 
federal government; they are citizens. Hence, 
it is often difficult to know where to draw 
the line of responsibility between the Territorial 
Government and the Indian Bureau. Only by 
friendly cooperation has it been possible thus 
far to evolve a working program for tuberculo- 
sis case-finding and care, but knotty problems 
still remain. 


Isotype Charts 

Of potent influence are the “Brotherhood” 
and “Sisterhood” Associations of Alaska, or- 
ganizations of, for and by Indians. Their aim 
is to improve the lot of Indians through their 
own efforts. Fortunately, the leaders of these 
Associations are intelligently interested in tu- 
berculosis, have offered their cooperation to the 
Alaska Tuberculosis Association and eagerly 
ask for suggestions about methods of teaching 
people the facts of tuberculosis. The Isotype 
charts which were brought to their attention 
were declared “made to order” for the purpose— 
Indians read the picture language naturally and 
without effort. Much is being done to allay 
antagonism between the races which, in some 
places, is still deplorably strong. 

Difficulties of travel are great but not insuper- 
able. Many places are accessible only to steam- 
ships whose schedules are irregular. In Winter 
the arrival of a boat in the ports “to the west- 
ward” is a public event. The railroad journey 
from Seward on the coast to Fairbanks in the 
interior-is a tedious one of two full days, very 
expensive and in Winter, possible only once per 
week. Airplane travel is rapidly developing and 


quicker despatch of mail was recently promised 
by Postmaster General Farley. 

“The natural beauties and awesome spec- 
tacles of Alaska may be mentioned but can 
hardly be described,” Dr. Kleinschmidt said. 
“Glaciers, snow-capped mountains, countless 
bays and inlets, gorgeous flowers, spectacular 
skies—these must be seen. The climate in Sum- 
mer is delightful, though rainy on the coast. 
The growing season is short but the days are 
long and magnificent crops reward the farmer. 
The rigours of Winter seem not to frighten 
the hardy citizen. Alaska is no place for languor- 
ous and weary souls; perhaps they have been 
weeded out. Very soon we hope the men and 
women of Alaska, who now guide the destinies 
of the last frontier, will tackle the problem of 
tuberculosis in earnest and when they do we 
may be sure that they will win. And all of 
Uncle Sam’s children will applaud their 
triumph.” 

Mr. Harry G. Watson of Juneau is president 
of the Alaska Tuberculosis Association; Mrs. 
W. L. Paul is vice-president, Mr. Guy Mc- 
Naughton is treasurer and Mrs. E. F. Clements 
is secretary. Members of the executive com- 
mittee include Mrs. J. C. Thomas, Mr. Claude 
M. Hirst, Dr. J. F. Worley, Dr. W. W. Council. 


Mrs. Breed to Alaska 


Mrs. Florence B. Breed, Seal Sale Service 
Field Adviser of the National Tuberculosis As- 
sociation, has been sent to Alaska for three 
or four months to assist in the preparation for 
the 1938 Seal Sale there and to help in formu- 
lating a program for the future. 


On Dr. Kleinschmidt’s return from Alaska, 
where he made a quick appraisal of conditions 
existing there, it was decided that the National 
ought to send somebody for a long enough stay 
to assist the local people in the organization of 
a permanent program. 


Because of Mrs. Breed’s experience as a local 
executive secretary as well as her familiarity with 
conditions throughout the United States, she 
was selected to do the job, although it inter- 
fered greatly with plans already made for Fall 
field work with respect to the coming Seal 
Sale. Mrs. Breed’s many friends may reach her 
in care of the Alaska Tuberculosis Association, 
Juneau, Alaska, up to January 1, 1939. 
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Seal Sale Costs—3rd Dimension 


Campaign Costs Give a True Evaluation; Exchange of Ideas 
and Experiences Helpful 


by William E. Telzrow* 


(Editor's Note: Mr. Telzrow’s paper, presented during 
the annual meeting of the National Tuberculosis Asso- 
ciation in Los Angeles, June 20-23, 1938, raises the much 
discussed question of how to make more money out of 
the Christmas Seal Sale, but at the same time, how to 
reduce the costs of the sale. At various times, the National 
Tuberculosis Association, from studies of annual reports 
submitted by state and local associations on Form 1039, 
has prepared Seal Sale cost analyses. The 1936 study 
comprising 13 states and 88 other local associations, a 
total of nearly 700 local reports, was a noteworthy one. 

At the present time, the National Tuberculosis Associa- 
tion has also in progress a study being made by an ex- 
pert cost-accountant on a careful analysis of what kind 
of costs should be charged to Seal Sale and in what 
ratios. Conditions in different parts of the country vary 
so much that it would be unwise to demand uniformity 
of practice in allocating costs, but it is hoped from these 
and other studies to bring forward facts that will help 
materially to stimulate better planning of Seal Sales. Mr. 
Telzrow’s paper is a contribution in this direction.) 


HE statement that the City of Blank sold 

$25,000 worth of Christmas Seals with a 
per capita purchase of 5 cents presents a pic- 
ture which has height and breadth but which 
is flat and plain. Add to this statement the in- 
formation that this campaign cost only 13% 
and you have added a third dimension. You 
have given the picture a perspective which the 
eye can readily behold and the brain can com- 
prehend. 

In fact, unless the third dimension is present 
in any showing of a Christmas Seal picture a 
true evaluation of the campaign cannot be made. 

Across the river from Blank is the sister city 
of Dash with an identical population. Like most 
twin cities, Blank and Dash are rivals in every- 
thing, including their Seal Sale. Much to the 
disgust of the Blank Seal Sale committee, Dash 
sells $27,500 worth of seals, 1094 more than 
Blank. But the committee spent 22% to get 
the money. 

Apply the third dimension to the Christmas 
Seal picture. Blank has a net of $21,750 and 
Dash has a net of $21,450. The question can 
now be raised—assuming that the costs are 
accurate—who conducted the best campaign? 

Regardless of one’s opinion concerning the 
gross of a Seal Sale as an index of public ac- 
ceptance, our budgets and our work programs 
are based on net and it is for the purpose of 


* Cleveland (Ohio) Anti-Tuberculosis League. 


determining the true net that cost studies are 
needed. 

A brief study of 1936 costs in 12 communities 
prepared by the National Tuberculosis Associa- 
tion reveals a low of 12.5% and a high of 
38.39%. It would appear from this study that 
low costs are more possible in small communi- 
ties and that high costs prevail in the metro- 
politan areas. 

Three questions naturally arise: 


1. Are the costs accurate? 

2. Can the costs in metropolitan areas be 
lowered? 

3. Is it always desirable to operate at a 
minimum sales cost? 


In this study, the low 12.5%, cost produced 
a 5.89 cent per capita while the high 38.39% 
cost produced a 1.9 cent per capita. A com- 
munity of 391,000 had a sale cost of 22.81% 
and one of 785,000 only 19.24% 

It is difficult to make sense out of the facts - 
presented or to evolve a formula, assuming again 
that the costs are correct, until the variables 
which enter into cost are considered. They are 
both qualitative and quantitative. 

The qualitative variables are: 

1. The type of postage used—I will not at- 
tempt to settle the debate of first class versus 
third class mailing. Each has its advantage and 
locals throughout the country have swung from 
one to the other and back again. It would ap- 
pear to be the sort of problem which can be 
solved only by trial and error, and by each lo- 
cality. The matter of return postage also enters 
in the picture and here again you can only 
experiment and keep an accurate record of re- 
sults to solve the problem. 

2. The type of mailing pieces used—National 
was kind enough to assemble Seal Sale kits of 
appeal letters, etc. from all over the country this 
year and to send a kit to each of the cities 
contributing. They run from the most inexpen- 
sive, mimeographed, one-color job to two and 
three color four-page letter folders. Some have 
art, some have none. Some have stuffers, some 
have none. Some follow all the rules of effective 
letter writing and some violate all the rules. 
It will be interesting to check the per letter 
return with the letters when these figures are 
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available and to determine their relationship to 
the true measuring stick—the returns. 

The item of fill-in is another phase of a 
mailing-piece variable. Here, again is an item 
which each Seal Sale manager must solve him- 
self and determine whether all, part, or none 
of his pieces are fill-in. 

3. A third qualitative variable is the prevail- 
ing wage scale—As health organizations we are 
expected to offer good working conditions and 
good wages to our employees. We cannot use 
sweat-shop methods ourselves, nor should we 
purchase services and supplies from firms whose 
practices help to raise the community tubercu- 
losis rate—low wages, speed-up, and an un- 
sanitary working environment. We cannot sup- 
port on the one hand what we condemn on 
the other. 

The following are the leading quantitative 
variables which control Seal Sale costs: 

1. The number of sheets of seals which are 
enclosed: Without attempting to enter into or 
even to begin a discussion regarding the advis- 
ability of raising all $1 contributors to $2 and 
eliminating all $1 prospects, the quantity of 
seals enclosed is an item of expense which must 
be considered and weighed in any attempts 
for a price reduction. 

2. Of even greater importance, however, is 
the number of non-productive names in our 
lists. Here is a variable which we must scru- 
tinize under the microscope and decide, on the 
basis of merit alone, how many names of un- 
known persons are carried as active. 

I have used the term “unknown persons” 
advisedly. There is a difference, for example, 
between the prospect whom we know some- 
thing about and the prospect about whom we 
know little or nothing beyond the fact that 
he may have a telephone, or may live in a 
certain neighborhood or may drive a certain 
kind of car. 

The point I am making is that the prospect 
list can become a quantitative variable of the 
greatest importance in relation to costs if this 
prospect list is based merely on a fixed percent- 
age of the population to be reached, rather than 
a number which has been determined after an 
exhaustive analysis. 

3. Two other quantitative variables are the 
amount and quality of volunteer work which 
is readily available and the amount of contri- 
buted campaign material which is used. This 
second item will be discussed later. 

The matter of equipment is another quanti- 
tative variable of some importance. For ex- 


ample, a sealing machine will cut mailing costs. 
The kind of filing equipment, indices and cards 
are of great importance. The manner in which 
these items can be absorbed will be discussed 
later. 

In short, an expenditure of $50 for proper 
indices may result in an appreciable lowering 
of campaign costs, just as putting a trained 
person in charge of production often results in 
a reduction of costs. 

There are a few more variables which di- 
rectly affect the volume of sales rather than the 
cost, but which have a bearing on costs because 
the more difficult the sales problem confronting 
us the more we feel it necessary to approach 
closer to maximum rather than minimum costs. 

These variables are: 


1. The general prosperity of the community. 

2. Competition with other campaigns. 

3. The extent of the association’s year-round 
program. 

4. The effectiveness of the publicity pro- 
gram both during the Seal Sale and through- 
out the year. 


Without trying to make a fetish of costs, I 
do want to dwell briefly on the study of costs 
with reference to what such a study can do 
to your Seal Sale. 

The Ohio plan is by no means a model but 
it has set up in a rough, approximate way a 
yard stick for the larger Ohio cities to measure 
their costs for the purposes of comparison and 
improvement. It has enabled us to swap in- 
formation regarding costs by presenting a cost 
analysis sheet at a meeting which we all attend. 

By localizing our cost study in this way, we 
are not confronted with the problem of adjust- 
ing costs in Ohio with costs in some unknown 
state nor of comparing costs in a rural county 
with those in a metropolitan area. 

Here are some tangible results: 


Cuyahoga County, in which Cleveland is 
located, showed a reduction in costs from 
28% in 1936 to 22.6% in 1937 while making 
a 10% increase in volume of sales. 

Hamilton County, in which Cincinnati is 
located, reduced the 1936 costs of 17°% to 
14.9% while making a 5°% increase in gross 
sales. 

Franklin County, in which Columbus is 
located, held the 13.9% costs of 1936 in 1937 
while making a 13.5% gain in volume. 

Mahoning County cut costs from 18° to 
13.9% with approximately the same returns. 

Lorain County costs dropped from 28% to 
23% with a 13.7% gain in sales. 


There is nothing magical or mysterious about 
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how these results were achieved. We studied 
each other’s costs, saw where we were high, 
found out how the high costs could be re- 
duced, and then tried to reduce them. 

I referred to the Ohio plan as being only 
an approximate yard stick because no prelim- 
inary cost accounting analysis was made before 
the adoption of the plan three years ago. We 
do have a standardized cost analysis, however, 
and that is a good beginning. 

Let me illustrate: We charge 3 months’ sal- 
ary of the Seal Sale manager against the cost 
of the sale. In some instances this is probably 
a fair charge. In others, however, it is heavy 
because the manager devotes only part time to 
the Seal Sale. In another instance it is incor- 
rect because the Seal Sale manager devotes prac- 
tically full time, all year, to the Seal Sale. How- 
ever, we all understand these circumstances and 
make allowances for them. The matter of do- 
nated services and materials causes a little 
trouble and requires an explanation from the 
manager who shows too low a cost per mailing 
piece. However, as I said, it is a good start and 
one which we hope will be adopted by other 
states and by National as well. 

In the United States there are about 50 cities 
which can be said to be in the big city category 
and it is our hope that National will make it 
possible for all the cities in this group to com- 
pare their costs and results and have as their 
objective the development of a bigger net in 
each city. 

But before a real cost comparison can be 
made, we must all understand what is meant 
by cost and be agreed upon the items which go 
to make up cost. 

I remember a number of years ago when the 
Hospital Council of Cleveland started to make 
a study of per diem costs in the hospitals of 
Cleveland. Because of the lack of understand- 
ing of all the elements. entering into their per 
diem cost it was first necessary to make an ex- 
tensive study of every item, define them and 
then determine how they could be measured. 
After a year’s work, the cost system was 
launched. For the next few years a large num- 
ber of adjustrhents were made, but for the first 
time the hospital executives were able to com- 
pare costs, item by item, with other hospitals 
in the city. 

If a Cost Study Club could be established for 
the 1939 Christmas Seal Sale, it would mean 
that those of us who wish to participate must 
have a common vocabulary, a schedule, and a 


complete understanding of our objective which 
is to determine either the true cost or the ap- 
proximate cost according to a formula which 
we have all adopted. 

Some of the items of cost which are likely 
to cause a little difficulty are Seal Sale equip- 
ment, work done during the year by regular 
staff members and contributed materials. With- 
out attempting to be arbitrary, a standardized 
write-off schedule of, say, three years could be 
adopted for equipment. Staff members’ time 
during the year would or would not be charged, 
according to the accounting system which is 
adopted. If the Ohio plan were used, time dur- 
ing the three-month Seal Sale period only would 
be counted. The important point is that every- 
one participating in the study would use the 
same method of cost accounting and the result- 
ing costs would be comparable. 

To summarize: 


1. A knowledge of Seal Sale costs is ab- 
solutely essential in evaluating any Christmas 
Seal campaign and supplies the third dimen- 
sion necessary for a perspective view. 

2. To be effective, the cost study must be 
based on a uniform, standardized accounting 
system, which is simple, easily understood, 
and easily operated. 

3. If a cost study is organized, it will re- 
quire more than one attempt to smooth out 
all possible irregularities. 

4. The cost study will make an ideal twin 
for the study of Seal Sale results which has 
already been undertaken by National. 


I am grateful for this opportunity to present 
to you our ideas about costs and hope that other 
Seal Sale secretaries and managers are of the 
same mind. 


Tuberculosis at National Health 
Conference 


The problems concerning the status of public 
health in the United States were discussed at 
the National Health Conference in Washington, 
D. C., in July. The meeting was called by the 
Interdepartmental Committee to Coordinate 
Health and Welfare Activities, which has been 
studying these problems since its organization 
by President Roosevelt in 1935. 

It was recognized that the deficiencies in 
present health services fall into the following 
four classes: “. . . (1) Preventive health services 
for the nation as a whole are grossly insufficient; 
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(2) hospital and other institutional facilities are 
inadequate in many communities, especially in 
rural areas, and financial support for hospital 
care and for professional services in hospitals 
is both insufficient and precarious, especially for 
services to the people who cannot pay the costs 
of the care they need; (3) one-third of the 
population, including persons with or without 
income, is receiving inadequate or no medical 
service; (4) an even larger fraction of the pop- 
ulation suffers from economic burdens created 
by illness.” The Committee proposed a detailed 
report outlining a program which would under- 
take to deal with these health problems. 

It is the plan of the Committee to develop 
services which would deal with maternal and 
child health, general public health, the expan- 
sion of medical services and facilities, and to 
provide some insurance against loss of wages 
during sickness. 

Tuberculosis control occupies a very promi- 
nent rdle in the proposed health program. Case- 
finding, especially by X-ray examination of con- 
tacts to known cases, isolation and treatment 
of persons with active disease, and periodic 
follow-up and rehabilitation of persons in whom 
the disease is latent or quiescent, are techniques 
which are to receive special emphasis. 

In order to carry on these activities it was 
suggested that the following allocation of funds 
be made by Congress for tuberculosis work: 


Additional hospital construction and 


maintenance .................. $21,000,000 
Hospital care (exclusive of construc- 


Case-finding and other field work.. 5,500,000 


International Union Committee 


The Executive Committee and the Council of 
the International Union Against Tuberculosis, 
of which Professor Fernand Bezangon is Secre- 
tary General, met in Paris at the Headquarters 
of the Union on July 11 and 12, under the chair- 
manship of Professor Lopo de Carvalho of Portu- 
gal. Delegates from 15 countries attended the 
meeting, with Dr. Kendall Emerson represent- 
ing the National Tuberculosis Association as a 
delegate. 

Previous to these sessions a meeting of the 
After-Care Committee of the International 
Union Against Tuberculosis had been held 


under the chairmanship of Sir Pendrill Varrier- 
Jones of Great Britain. 

The administrative meeting of the Council 
was devoted to the preparation of the program 
of the Conference of Berlin which is due to take 
place in September, 1939. 

The agenda of this Conference is now defi- 
nitely settled and will include the three follow- 
ing subjects: 


1—The problem of the virulence of the 
tubercle bacillus. 

2—The value of systematic examinations for 
the diagnosis of pulmonary tuberculosis in sub- 
jects over 15 years of age. 

3—The rehabilitation of the tuberculous. 


The Leon Bernard Memorial prize was 
awarded by the Executive Committee of the 
Union to Dr. Karl Fischel, formerly of the Will 
Rogers Memorial Hospital, Saranac Lake, N. Y., 
Dr. E. Arnould of France and Dr. J. B. Mc- 
Dougall of Great Britain. The prize is given to 
the author of an original essay on the social 
aspects of tuberculosis, in French or in English. 
It is a biennial prize in memory of Professor 
Leon Bernard who was the Founder and, for 
14 years, the Secretary General of the Interna- 
tional Union Against Tuberculosis. 

It was announced at the meeting that one of 
the scholarships at the Carlo Forlanini Institute, 
Rome, Italy, had been awarded to Dr. Edward 
Kukpa of Olive View Sanatorium, California. 

This is a competitive scholarship of a value 
of 2,000 liras and covering 8 months’ work from 
November 15 to July 15. The scholarships are 
awarded to young physicians from throughout 
the world who are-already familiar with tuber- 
culosis problems and who wish to improve their 
knowledge of this branch of medicine. Dr. A. T. 
King of the Oregon State Sanatorium, Oregon, 
was the winner of a scholarship last year and 
has recently returned to this country. 

Subscription to the quarterly Bulletin of the 
International Union may be ordered through the 
N.T.A. at $2 per year. 


Wanted: Samples 


We are especially interested this year in 
seeing samples of your Christmas Seal letters. 
Please make up a prospect card—Right Now 
—for C. L. Newcomb, Room 828, 50 West 
50 Street, New York, N. Y. 
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Post-Institutional Supervision’ 


Patients Must Be Institutionalized Longer or Social and Economic Conditions 
Improved after Their Discharge 


by Clara Regina Gross, M.D.+ 


(Editor’s Note: Through a printer’s error, only part 
of this article appeared in the July number of THE 
BULLETIN. Readers of THE BULLETIN are requested 
to blue pencil pages 101 and 102 carrying the in- 
complete article of Dr. Gross. The complete article, 
with apologies to Dr. Gross, appears below.) 


T Is an accepted fact that the tuberculous pa- 
I tient discharged from the sanatorium or hos- 
pital needs periodic supervision. 

We are all well aware that the tuberculous 
patient is always faced with the possibility of 
reactivation of his disease. It is usually stated 
that most relapses occur within five years fol- 
lowing institutional care. The relapse rate nat- 
urally will depend upon many factors; age, sex, 
race, type and extent of disease and economic 
and social status. 

Fortunately there are numerous physicians, 
clinics and agencies in New York City well 
equipped to undertake the supervision of these 
patients. The Department of Health, at the 
present time, has on its roster about 19,000 cases 
of which approximately 4,000 are under care 
of the Department of Health Clinics. It is an 
important agency, therefore, in our program for 
the supervision of tuberculous patients. 

The Department of Health, assuming the re- 
sponsibility for the care of such a large number 
of patients and having the authority and prestige 
it does, is in a particularly fitting position to 
make a study of post-institutional care of patients 
both from a medical and social standpoint. When 
this study is actually attempted certain difficul- 
ties are encountered: 


1. Some patients after discharge, have little 
regard for their institutional training, and feeling 
well see no reason for detailed supervision in the 
absence of symptoms. Absence of symptoms, we 
are fully aware, is no criterion for health. 

2. Other patients, knowing their sputum has 
always been negative, even after repeated analy- 
ses, feel that their disease has always and will 
always be under control. 

3. Other patients wishing to eradicate the so- 


* Read before the Clinical Section on Chronic Pulmonary 
Diseases under the auspices of the Tuberculosis Sanatorium 
Conference of Metropolitan New York, at Cornell Univer- 
sity Medical College, April 13, 1938. a <3 

+ Physician-in-Charge, Central Tuberculosis Clinic, New 
York City Department of Health. 


called stigma of tuberculosis will not report for 
examinations under any consideration. 

4. Others move and are lost temporarily. 

5. It is extremely difficult in the average case 
to obtain a detailed record of the patient’s in- 
stitutional care. 


The Department of Health has been for- 
tunate to have a group over which it has been 
able to exercise a high degree of control. This 
group consists of those who have been supervised 
for the Board of Child Welfare. The Board of 
Child Welfare, as an agency for the City of New 
York, will render financial assistance to families 
in which one of the members is a tuberculous 
individual. That individual may be under treat- 
ment in an institution or he may have been 
discharged from an institution as apparently 
arrested after a minimum period of three months. 
After discharge he may be considered for home 
supervision under the care of the Department 
of Health. It is this latter ambulatory group with 
which our study deals. 

This supervision means that there is a second 
check-up on each case by the Bureau of Tuber- 
culosis of the Department of Health, who after 
a careful appraisal of the patient through history, 
physical examination, X-rays and concentrated 
sputums, decide if the patient may remain in 
the home with his family and receive financial 
assistance. If the patient is found to be an active 
case then he must be hospitalized and unless he 
is, his family does not receive financial assistance. 
The individual is carried in the Central Clinic 
at Worth Street in order to have closer control. 
The family with its contacts is followed in the 
district clinic. 

Our procedure in these cases has been as fol- 
lows: 

The patient is referred from the Board of 
Child Welfare with a form sheet giving such 
pertinent information as name, date of dis- 
charge and diagnosis on discharge from the in- 
stitution, reports of sputum examinations, etc. 
A careful history is obtained by one of the 
clinic physicians. A physical examination is 
made. This is often supplemented by fluoroscopy 
and always by one or more X-rays. A sputum 
specimen is requested in the clinic, but we rely 
on a three-day collection of sputum examined 
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by the concentration method. Frequently several 
“concentrates” are requested and in not a few 
cases sputum specimens are obtained for culture 
for tubercle bacilli. We have found that cultures 
yield positive findings when the concentrated 
specimen has been negative, and in a few in- 
stances even when guinea pig inoculations have 
been negative. 

Form letters, requesting important clinical and 
laboratory data, including X-ray reports are 
then sent to each institution where the patient 
has been treated. This obviously corroborates the 
data we had already obtained. Sometimes we 
have been able to obtain the previous serial 
X-rays which are invaluable in the appraisal 
of the case. Indeed the cooperation obtained from 
the institution has been great and deeply appre- 
ciated, particularly when we realize the volume 
of such requests institutions must have from 
numerous sources. 

After a careful appraisal of the patient’s his- 
tory, physical examination, and particularly 
X-ray examinations and concentrated sputum 
examination, his status is determined and it is 
decided whether he is an active tuberculous 
case and needs hospitalization or whether he 
may safely remain in his home or whether he is 
ready for work. As a matter of routine, as long 
as an ambulatory patient is receiving assistance 
from the Board of Child Welfare, he must re- 
port every three months for a check-up which 
involves the same careful procedure of study 
with X-rays and sputums. In numerous cases we 
request the patient to return every month or 
even more frequently, if it is decided necessary, 
for special study. 

The patients on the whole are very cooperative 
and glad to return for supervision and advice. 
It is to their advantage to be examined, particu- 
larly when their financial aid, coming from the 
Board of Child Welfare, depends upon the de- 
cision on their physical status made in our clinic. 
We, therefore, have a controlled group of pa- 
tients examined at regular and frequent inter- 
vals, regardless of the presence or absence of 
symptoms and regardless of the expenditure for 
X-rays and laboratory work. 

These patients are for the most part men 
and range in age from 16 to 60 years of age 
with the greatest number in the 28-48 age 
group. The longest period for which we have 
had any one patient under supervision was for 
the major portion of nine years, as in the case 
of one patient, who, during this time, had to re- 
turn for institutional care five times after his 
original period of hospitalization. The shortest 
period of supervision is 1-2 weeks, as in the 


case of the patient who on admission to the 
clinic is found to be active and immediately 
hospitalized. We have taken the patients super- 
vised for the years 1936 and 1937 and analyzed 
our material. In 1936 we had 283 Board of Child 
Welfare patients under our care. Of these 65, 
or approximately 2394, became active and re- 
quired institutional care. None of these cases 
signed out “at their own risk.” In other words 
this study represents patients who were dis- 
charged with at least an apparently arrested 
condition. 

Of the 65 who became active, 51 or approxi- 
mately 809% became active within one year of 
their discharge from an_ institution. 

Thirty-five, or approximately 55°% of the re- 
activated cases, became active within six months 
of discharge from an institution; nineteen, or 
30%, within three months; nine or 14%, within 
one month; eight, or 12%, within less than one 
month. 

The actual figures for 1937 are not quite 
as astounding but emphasize, however, the 
marked tendency of the disease to relapse and 
the need for close supervision especially in this 
class of patient. In 1937 we had 306 cases un- 
der supervision. Of these, 45, or approximately 
14%, developed active disease evidenced mainly 
by X-ray examinations or repeated sputums. 
The ratio, however, of those relapsing within 
one year following discharge from institutions 
is approximately the same as in the previous 
year, 37, or 82%; those relapsing within 9 
months, 33, or 73%; within 6 months of dis- 
charge, 24, or 53%; within three months, 15, 
or 33%; within one month 12, or 27°; and 
less than one month 7, or 15%. The relapse 
rate for 1938 if continued at the present trend 
will far surpass that of the previous years. 

These controlled cases emphasize the fact 
that there exist very definite problems regard- 
ing post-institutional supervision and care. The 
ability of the patient to adjust to his post-in- 
stitutional regime is often sorely taxed, for it 
is usually difficult for him to carry out what 
he has learned in the sanatorium when he is 
thrown back in the very environment which 
originally produced his disease. Social and eco- 
nomic needs of his family must be considered 
as well as the purely medical problem if tuber- 
culosis is to be controlled. 

That the purely medical problem is a tre- 
mendous one is perfectly obvious. In this study 
we have a large series of cases where the medical 
follow-up has been about as near ideal as we 
could ask for and yet we have a high percen- 
tage of relapses. Why is this so? What can we 
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do about it? It appears that we must either 
institutionalize patients for a much longer time 
or we must see that the social and economic 
conditions are greatly improved after their dis- 
charge. 

If their social and economic conditions re- 
main unchanged we are returning them to the 
same conditions which originally created their 
trouble and will accordingly get a high rate 
of relapse from this group even though we 
give them good post-institutional medical care. 


Don’t Trust Yourself 


With the basic thought something like “Do 
not depend upon yourself as the only and final 
judge of advertising copy,” Printers’ Ink for 
July 21 ran an interesting editorial on the 
tragic wastes in advertising, these wastes being 
traceable to the misconception of the audience 
to be addressed. People engaged in preparing 
literature and exhibits on tuberculosis may be 
interested. 

The writer, Mark O’Dea, says that “Too of- 
ten those who prepare and those who approve 
copy judge their prospects from themselves. 

“You've heard “That doesn’t appeal to me’ 
and ‘My wife doesn’t react to such and such.’ 
You’ve heard the measuring stick of mass ap- 
peal narrowed down to a single man’s view- 
point,” the editorial goes on. 

“He may be the most untypical buyer of a 
product. 

“The trouble lies in forgetting, too frequently, 
the intelligence rating of the public. Walter 
Hanlon, of the Macfadden Women’s Group, 
calls it to our attention, from information he 
gathered from the Office of Education, U. S. 
Department of the Interior. 

“The educational background of 82,200,000 
adults, the total population over eighteen years 
of age, is as follows: 


Grammar School or less ......... 49,590,000 
Incomplete High School ......... 15,130,000 
Incomplete College ............... 4,900,000 


“A further breakdown, purely speculative, 
would confine advertisers and agencies to a 
personnel well under 100,000. 

“One might estimate that the seal policy 
makers, the pace setters in selling and advertis- 
ing—the brains—may be less than 5,000. 
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“Then here’s the rub. Grant these 5,000 to be 
superior intellectually, ahead materially. Their 
grave problem is to project themselves into the 
minds of 82,195,000 lesser minds, of which 68,- 
730,000 have never completed high school. 

“Sometimes a copy writer or an advertiser, 
too far above the common people, is inclined— 
and it is a human failing—to judge others by 
himself, by his friends—a relatively little world. 

“Yet herein lies the balance between invest- 
ing money wisely and foolishly. 

“To know the mass mind is no simple mat- 
ter—to interpret what to do when one learns it 
is a greater problem. 

“The inclination of an advertiser or writer 
who lives a conservative life, is to be conserva- 
tive in addressing others, possibly using an in- 
tellectual approach—whereas his audience can 
be moved only by the emotions. Another is in- 
clined to ‘over-Ritz’ his product because his 
pride seeks to give it glamour (as he views it) 
whereas his customers can be moved only by an 
appeal to economy. 

“In such ways the misconception of audience 
wastes money—Fifth Avenue is mistaken for 
Main Street, swank country clubs are mistaken 
for public parks, penthouses make people forget 
cottages. 

“The great successes in advertising—if you 
trace them—come from men who know their 
United States, who travel about seeingly, who 
aren’t too nice to mix with ‘the other half’ 
sympathetically. 

“Agencies and advertisers with such open 
minds make advertising pay—they instinctively 
subtract themselves from the scene, discount 
their own intellectual pursuits and their condi- 
tion in life and look out over a vast panorama 
of prospects who want to be told things that 
their intelligence can grasp, things that offer 
them something for their money.” 


Clinical Session 


The Tuberculosis Sanatorium Conference of 
Metropolitan New York will hold its fifteenth 
Clinical Session on Chronic Pulmonary Dis- 
eases at the Cornell University Medical College 
on Monday, October 3, at 8:30 p.m. Dr. Edgar 
Mayer will preside. 

The symposium will consist of papers on 
“Sputum in Tuberculosis and Other Chronic 
Pulmonary Conditions” by Dr. Max Pinner; 
“Physiological Mechanism of Expectoration” by 
Dr. Harry C. Ballon; and “Fungi in the Sputum 
and Their Significance” by Dr. David T. Smith. 
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Lawrence F. Flick* 


An Appreciation Of One Of The Pioneers In The 
Tuberculosis Movement 


With the death of Dr. Lawrence F. Flick, one 
of the most vigorous and colorful personalities 
of the early days of the tuberculosis movement 
in the United States passes from the scene. 

From early boyhood until he was in his thir- 
ties, his life was a continuous struggle with pov- 
erty and tuberculosis. Again and again the dis- 
ease, against which he was to direct some most 
telling blows, laid him low and interrupted his 
studies and other activities. But he finally con- 
quered his own tuberculosis and then set out to 
fight the battles of those less fortunate. 

His vision, courage and perseverance in the 
face of well-nigh insuperable obstacles helped to 
lay the foundations on which our American 
tuberculosis campaign has been built. 

When Koch’s concept of the etiology of tu- 
berculosis, and in fact the whole germ theory of 
disease, was under fire in the late eighties and 
the nineties, Flick stood firm, even if somewhat 
dogmatic as was his wont, for the infectiousness 
of tuberculosis and for the necessity of fighting 
vigorously to prevent its spread. 

When the common practice of physicians was 
to prescribe “Go West” for their tuberculosis 
patients, Flick, having tested that prescription 
and found it ineffective without the addition of 
costly medical and sanatorium care, dared to 
advise his patients and others that tuberculosis 
could be cured as satisfactorily in Pennsylvania 
as in the West. His attacks on climate as the 
sine qua non of tuberculosis treatment laid a 
foundation for a saner approach to that feature 
of “cure” and helped to make it possible for 
local sanatoria and hospitals to develop in all 
parts of the United States. How much our pres- 
ent city, county, state tuberculosis hospital system 
owes to the bludgeons of Flick, aiding and abet- 
ting men like Trudeau, Bowditch, Loomis and 
others, is indeed difficult to estimate. 

Flick was one of the first to appreciate the 
need for community organization to fight tuber- 
culosis. The Pennsylvania Tuberculosis Society, 
the first of that illustrious group of more than 
2,000 agencies now affiliated with the National 
Tuberculosis Association, was organized by 
Flick in 1892. That same year he was also in- 
strumental in founding the Rush Hospital for 
Tuberculosis and Allied Diseases in Philadelphia 
and nine years later the White Haven Sana- 
torium where the poorest could get adequate 


*For obituary notice of Dr. Flick, who died on July 7. 
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1938, see August issue of The BuLteTin, p. 118. 


treatment without cost. How vividly did this 
institution realize a dream that had pursued 
Flick since that day 20 years before in Los 
Angeles when, sick and broke, he had longed 
for a place to rest and the medical and nursing 
care needed to restore to health his disease- 
ridden body! 

And then he met an “angel,” in the form of 
Henry Phipps, the steel magnate. His comment 
on the first visit of Mr. Phipps to White Haven 
is a classic bit.* Mr. Phipps, impressed with the 
manner in which he was working, became one 
of Flick’s staunch supporters and two years 
later helped him to realize another goal with 
the establishment of the Henry Phipps Institute 
for the Study and Prevention of Tuberculosis 
in the slums of Philadelphia. Flick was its di- 
rector till 1910, when it became affliated with 
the University of Pennsylvania. 

As early as 1898 Dr. Flick’s files show cor- 
respondence with men like Otis, Biggs, Bow- 
ditch, Trudeau, Knopf and others, suggesting 
the formation of a national tuberculosis asso- 
ciation. It is not surprising, therefore, that he 
played a leading part in the formation of the 
National Association for the Study and Pre- 
vention of Tuberculosis in 1904 and in the or- 
ganization of the Sixth International Congress 
held in Washington in 1908. 

The great and effective contributions that 
Flick made to the whole tuberculosis movement 
in this country live on and continue to bring him 
renown.—P.P.J. 


John B. Hawes, 2ndt 


In Grateful Recognition of His Service to the 
Tuberculosis Campaign 


Thirty-one years ago a young man, three 
years out of Harvard Medical School, succeeded 
in persuading some of his colleagues to establish 
the first tuberculosis clinic in Boston at the 
Massachusetts General Hospital. This marked 
the formal beginning of a life of service in the 
campaign against tuberculosis for John B. 
Hawes, 2nd, which culminated in his untimely 
death at 61 on July 20. 

Recognizing the calibre that made Dr. Hawes 
a dynamic force in anything that he did, the 
Massachusetts ‘Tuberculosis Commission, au- 
thorized by the 1907 Legislature, chose him as 
its secretary. He served in this capacity until 
the Commission dissolved in 1918. 

Three state sanatoria were built and firmly 
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established in the life of the Commonwealth 
in those years, the North Reading Sanatorium, 
the Lakeville Sanatorium, and the Westfield 
Sanatorium. As president of the Boston Tuber- 
culosis Association he took great pride in the 
achievements of the Prendergast Preventorium 
and the Sheltered Workshop, both operated by 
the association. 

Nor were his interests and service confined 
to Massachusetts. His clinical and social activi- 
ties found expression in books and medical 
papers that brought him into prominence 
throughout the United States and in most other 
parts of the world. 

The Boston Herald on the morning after Dr. 
Hawes’ death published the following editorial 
which we quote in full, because it best expresses 
our own views: 


“John B. Hawes, 2nd, the eminent specialist 
on diseases of the chest, who died yesterday, 
used to say that he was engaged in the para- 
doxical task of making it harder for men like 
him to earn a living. He meant that he was 
trying to eradicate tuberculosis. Practicing, 
lecturing, writing, conducting clinics, form- 
ing associations, raising funds, he was al- 
ways stressing correct methods of living, ef- 
fective means of prevention, careful treatment 
of the young, attention to the underprivileged, 
constant vigilance of patients after the crisis 
had passed. His dream, often expressed, of 
leaving a better world than he had found, came 
measurably true. The great white plague has 
not been stamped out, but it is under control 
and would be even less feared if all his 
precepts had been followed. 

“He was one of the most picturesque fig- 
ures of the community—of fine physique, a 
rousing singer, emphatic in statements, quick 
to form likes and dislikes, skillful with the 
pen and the paint brush, an excellent oars- 
man, the most engaging figure of his college 
and medical school classes. When he was 
stricken some time ago with the ailment which 
caused his sudden death yesterday, a South 
End colored congregation to which he min- 
istered prayed for his recovery. This energetic 
gentleman, a rollicking member of the St. 
Botolph and Union Clubs, the animating 
spirit of the Boston Sangerfest, the center 
always of his class reunions, had his heart 
of hearts in the prevention of tuberculosis. 
He lived up to the highest ideals of his 
noble profession.” —p.P.J. 


Dr. Chadwick Resigns 


Dr. Henry D. Chadwick, who for the past five 
years has been health commissioner of Massachu- 
setts, recently resigned. The county commissioners 
of Middlesex County have created a new position 
of assistant superintendent and medical director of 
the Middlesex County Sanatorium, of which Dr. 


Sumner Remick is the superintens Chad 
wick has accepted this position on the wi. “seat 
institution. 


Dr. Chadwick has been actively connected with 
the tuberculosis campaign for many years. He 
served as superintendent of the Westfield Sana- 
torium in Massachusetts and later became director 
of the Tuberculosis Division of the State Depart- 
ment of Health of Massachusetts, in which capacity 
he originated the world-famed ‘“‘1o-Year Plan” and 
carried out one of the earliest large scale programs 
for mass tuberculin testing and X-raying of school 
children. 


Still later he became tuberculosis controller of the 
Municipal Department of Health of Detroit in 
which capacity he built up the admirable system 
developed in that city, more recently carried on by 
Dr. Bruce Douglas. About five years ago Dr. Chad- 
wick came back to Massachusetts and has been 
commissioner of health since that time. A successor 
to Dr. Chadwick has not yet been appointed. 


A testimonial dinner was given to Dr. Chad- 
wick in Boston on September 8. Medical officials 
from throughout the state attended and the Na- 
tional Tuberculosis Association was represented by 
Dr. H. E. Kleinschmidt. 


New Tuberculosis Course 


The Center for Continuation Study of the Uni- 
versity of Minnesota offers a six-day course in tuber- 
culosis from November 14 to 19, 1938. For two years 
the University has conducted postgraduate medical 
courses with great success. This is the first time a 
complete course on tuberculosis has been offered. 
Each day is filled from 7:30 A.M. breakfast to 6:00 
P.M. dinner, with lectures, discussions and clinical 
demonstrations led by distinguished specialists in 
their several fields. Clinical aspects are demonstrated 
at Glen Lake Sanatorium of which Dr. E. S. Mari- 
ette is superintendent. On Friday evening the class 
joins the Minnesota Public Health Association at its 
annual dinner and on Saturday, after a week of toil, 
there is a gala luncheon, followed by a football game 
between the University of Minnesota and the Uni- 
versity of Wisconsin by radio. 

The tuition for each course, including that on 
tuberculosis is $25.00. The Center offers the hospi- 
tality of its living quarters at very reasonable rates. 
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Physicians residing outside the state are accepted on 
the same basis as Minnesota physicians. A fine oppor- 
tunity! Register early for enrollment is limited. Dr. 
William A. O’Brien, University of Minnesota, Minne- 
_ apolis, will be glad to furnish full information. 


CORRECTIONS 


On page 115 of the August BuLLETIN, second 
column, under the caption “Federal Aid Urged,” the 
figure should be $200,000,000, rather than $2,000,000. 

In the September issue of THE BULLETIN, page 
136, second column, third paragraph, the sentence 
should read “‘. . . . in areas in which the tuberculo- 
sis death rate is 29.8 per 100,000 population.” 
Through a typographical error, the decimal point 
was omitted. 


News Reel— 


Dr. A. E. Hubbard, medical director of Sunny- 
side, Marion County Tuberculosis Hospital located 
near Indianapolis, Ind., died on September 15 at his 
home. He had been ill during the past year with 
sarcoma. He was 57 years old. Dr. Hubbard had been 
medical director at Sunnyside for three years. 


The Iowa Tuberculosis Association has issued a 
new silent film (16 mm.) entitled “Finding Tuber- 
culosis in Iowa.” 


Pittsburgh reports that one out of every three 
adults admitted to the City Tuberculosis Hospital 
during the past 22 years has been over 40 years of 
age. Of the 265 adults in the hospital at present, 
85 are over 40. 


The United Mine Workers of America, District 
No. 6, and the Ohio Coal Association recently pre- 
sented a $1,000 check to the Athens County (Ohio) 
Tuberculosis and Health Association, “as a con- 
tribution to your organization to help you carry 
on the good work you are already doing.” 


Dr. S. A. Knopf has prepared a special tribute to 
Dr. Dettweiler, one of the founders of the tubercu- 
losis sanatorium movement, on the occasion of the 
rooth anniversary of Dettweiler’s birth. Reprints of 
this article are available to those who wish them. 
Address Dr. Knopf at 16 West 95 Street, New 
York, N. Y. 


e 
From Wisconsin comes the news that two all- 
time records in tuberculosis control work were 


established during 1937. The number of deaths re- 
ported totaled 1,005 as compared with 1,048 in 
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1936. The other achievement was an increase in 
the number of sanatorium patients so that the 
ratio of persons hospitalized for tuberculosis treat- 
ment was 2.0 patients for each tuberculosis death 
reported. 


The Wisconsin Anti-Tuberculosis Association has 
completed a study of 747 chest X-rays of positive 
reactors discovered among seven WPA, NYA, and 
CCC groups in Milwaukee County. As the result 
of this work, four active cases have been recom- 
mended for sanatorium care. There were also 102 
cases in which cardiac involvement was revealed. 


The Alabama Tuberculosis Association has issued 
an attractive “‘photo-lith” report of sixteen pages 
and cover with good text and excellent black and 
white charts and graphs that tell a vivid story of 
growth and needs. 


The Wisconsin Anti-Tuberculosis Association's 
Social Worker’s Bulletin for August tells graphically 
the tragic story of one family covering a period of 
113 years, five generations, in which ten known 
deaths and two suspected deaths from tuberculosis 
had occurred. 


As a result of activities carried on by the Anti- 
Tuberculosis League of Kenton County, Kentucky, 
a tuberculosis hospital of seventeen beds was re- 
cently opened near Covington, Kentucky. The in- 
stitution was made possible largely through a 
grant of federal funds through the state govern- 
ment. Mr. Paul C. Williamson is executive secre- 
tary of the League. 


The institution formerly known as the Brooklyn 
Home for Consumptives is now officially known as 
the Brooklyn Thoracic Hospital. It is located at 240 
Kingston Avenue, Brooklyn, N. Y. 


Miss Rachel S. Browne of Holyoke, Mass., has 
been appointed Executive Secretary of the Holyoke 
Tuberculosis Association. She attended Mt. Holyoke 
College in 1933 and 1934 and was graduated from 
the Hartford Seminary Foundation in 1936. She has 
had social service experience in East Boston and in 
the State of Connecticut. 


Dr. Loren L. Collins, formerly with the Chicago 
Municipal Sanitarium, assumed his duties as medi- 
cal director and superintendent of the LaSalle 
County Tuberculosis Sanatorium at Ottawa, Illinois, 
on September 1. Dr. Collins also will serve: as con- 
sultant at the DeKalb County Sanatorium. 
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